Background Frailty is a new prognostic factor in cardiovascular medicine due to the aging and increasingly complex nature of elderly patients. It is useful and meaningful to prospectively analyze the manner in which frailty predicts short-term outcomes for elderly patients with acute coronary syndrome (ACS). Methods Patients aged  65 years, with diagnosis of ACS from cardiology department and geriatrics department were included from single-center. Clinical data including geriatrics syndromes were collected using Comprehensive Geriatrics Assessment. Frailty was defined according to the Clinical Frailty Scale and the impact of the co-morbidities on risk was quantified by the coronary artery disease (CAD)-specific index. Patients were followed up by clinical visit or telephone consultation and the median follow-up time is 120 days. Following-up items included all-cause mortality, unscheduled return visit, in-hospital and recurrent major adverse cardiovascular events. Multivariable regression survival analysis was performed using Cox regression. Results Of the 352 patients, 152 (43.18%) were considered frail according to the study instrument (57 on the scale), and 93 (26.42%) were considered moderately or severely frail (67 on the scale). Geriatrics syndromes including incontinence, fall history, visual impairment, hearing impairment, constipation, chronic pain, sleeping disorder, dental problems, anxiety or depression, and delirium were more frequently in frail patients than in non-frail patients (P = 0.000, 0.031, 0.009, 0.014, 0.000, 0.003, 0.022, 0.000, 0.074, and 0.432, respectively). Adjusted for sex, age, severity of coronary artery diseases (left main coronary artery lesion or not) and co-morbidities (CAD specific index) by Cox survival analysis, frailty was found to be strongly and independently associated with risk for the primary composite outcomes: all-cause mortality [Hazard Ratio (HR) = 5.393; 95% CI: 1.47719.692, P = 0.011] and unscheduled return visit (HR = 2.832; 95% CI: 1.1407.037, P = 0.025). Conclusions Comprehensive Geriatrics Assessment and Clinical Frail Scale were useful in evaluation of elderly patients with ACS. Frailty was strongly and independently associated with short-term outcomes for elderly patients with ACS.
Introduction
 Acute coronary syndrome (ACS) is one of the most common causes of death for elderly patients. With prolonged life expectancy and development of the interventional treatment, more and more new problems such as geriatrics syndromes are developing and getting attention from cardiologists and geriatricians. Due to the under-represen-tation of ACS patients over 65 years of age in clinical trials, the evidence for managing elderly ACS patients is especially limited. Recently, frailty has become a high-priority theme in cardiovascular medicine due to the aging and increasingly complex nature of elderly patients. [1] China is a rapidly aging society with persistent high prevalence of cardiovascular disease (CVD) in the elderly population, the health care system and doctors are facing increasing challenges to effectively care for these patients having their own physiology characteristic. [2] However, frailty is seldom used in evaluation of cardiovascular treatment and prognosis. Our study will focus on: (1) to figure out the prevalence of frailty and situation of geriatrics syndromes in ACS patients in China; (2) will frailty be an independent risk factor of the prognosis (defined as unscheduled returned visit, or all-http://www.jgc301.com; jgc@mail.sciencep.com | Journal of Geriatric Cardiology cause mortality) of these patients? (3) If so, does this index remain significant after controlling for co-morbidities?
Methods

Study population
This was a prospective cohort study. Three hundred and fifty-two patients from cardiology department and Geriatrics department of Peking Union Medical College Hospital were included from December 2014 to May 2015. Inclusion criteria were: (1) If the patients were  65 years; (2) with diagnosed ACS according to their attending physicians. ACS was defined as a spectrum of conditions with non-ST-elevation acute coronary syndromes (NSTE-ACS) and ST-elevation myocardial infarction (STEMI) according to the American College of Cardiology Foundation and American Heart Association. [3, 4] There were two exclusion criteria: (1) If the patient was not willing to participate; (2) if the patient was not able to be evaluated because of communication problems or insufficient clinical information to be judged of frailty. Each participant provided written informed consent.
Clinical data collection
Electronic database was built and all the demographic and clinical characteristics were recorded as following: chronological age, sex, body mass index, co-morbidities, geriatrics syndromes and laboratory indicators.
Supposed impact of the co-morbidities on risk was quantified by the coronary artery disease (CAD)-specific index (Table 1) . [5] Current smokers were defined as patients who were smoking up to admission. Hypertension was defined as patients with a pre-hospital diagnosis of high blood pressure either on or off medications. Cerebro-vascular accident/ transient ischemic attack (CVA/TIA) was defined as patients with a history of transient ischemic attack or permanent neurological deficit due to either an ischemic or hemorrhagic cause. Diabetes mellitus (DM) was defined as patients with a pre-hospital diagnosis of type 2 DM (on oral/insulin medications or diet control). New onset DM at the time of the ACS would be defined based on fasting blood sugars and HbA1c which were performed after admission. DM with complications included diabetic retinopathy, diabetic peripheral neuropathy or diabetic nephropathy.
Assessment of frailty and geriatrics syndromes
Frailty was evaluated using a global clinical measure of 7-category Clinical Frail Index (Table 2) , which has been proved to be an effective measure of frailty and provided predictive information similar to that of other established tools about death or prognosis. [6] The advantage over the tools previously developed is that Clinical Frailty Scale was easy to use and may readily be administered in a clinical setting. [6] Comprehensive Geriatrics Assessment was used to evaluate geriatrics syndromes such as incontinence, [7] constipation, fall history, visual impairment, hearing impairment, chronic pain, sleeping disorder, dental problems, anxiety or depression and delirium.
Clinical outcomes
The primary outcomes were the composite of all-cause 
Statistical analysis
Statistical analysis was performed via SPSS 22.0. Categorical data were analyzed by use of the χ 2 test or the Fisher exact test, and continuous variables were expressed as median compared with the student t test and inter quartile range (IQR) due to the non-parametric distribution. The association of frailty with the primary composite outcome was examined by Cox regression test adjusted for relevant prognostic variables [age, sex, severity of coronary artery diseases (left main coronary artery lesion or not) and co-morbidities (the score according to the CAD index]. A two-sided P < 0.05 was considered significant.
Results
Baseline characteristics
Between December 2014 and May 2015, 352 evaluable patients aged ≥ 65 years with diagnosed ACS were included at Peking Union Medical College Hospital. Of the 352 patients, 203 (57.7%) were male and 149 (42.3%) were female, the median age was 74 and the oldest patient was 90 years old. Among them, 190 (54.0%) were in their early elderly (6574 years), 143 (40.6%) were in their middle elderly (7584 years) and 19 (5.4%) were the oldest (≥ 85 years). Of the 352 patients, 152 (43.2%) were considered frail according to the study instrument (57 on the scale), and 93 (26.4%) were considered moderately or severely frail (67 on the scale).
The baseline characteristics were presented in Table 3 . Frail patients were slightly older than non-frail patients, with a mean age of 76 years versus 73 years (P < 0.0001). Frail patients presented with a greater burden of co-morbidities, including higher rates of hypertension, chronic obstructive pulmonary disease, congestive heart failure, moderate to severe renal impairment, cerebro-vascular disease, malignant tumor, anemia and osteoporosis. They also had higher CAD index (all P < 0.05 as showed in Table 3 ).
Geriatrics syndromes
Geriatrics syndromes were also more frequent in frail patients, including incontinence, constipation, fall history, visual impairment, hearing impairment, chronic pain, sleeping disorder, dental problems (all P < 0.05 as showed in In multiple linear regression models that adjusted for underlying diseases like anemia, moderate to severe renal impairment and co-morbidities (CAD specific index), frailty was still closely related to the above parameters (P < 0.05).
Outcomes
Frail patients were more likely to be treated in intensive cardiac care units than non-frail patients [frail, n = 50/152 (32.89%); non-frail, n = 41/200 (20.50%); P = 0.009]. Whereas, frail patients were less likely to undergo coronary angiography than non-frail patients [frail, n = 115/152 (75.66%); non-frail, n = 170/200 (85.00%); P = 0.027]. Patients with severe co-morbidities were less likely to undergo coronary angiography and submitted to invasive treatment.
Patients were followed up by clinical visit or telephone consultation. The median follow-up time is 120 days, the longest follow-up time is 190 days, two were lost. Within the follow-up time, 18 patients (5.1%) were died, 73 (20.7%) had unscheduled returned visit (URV). Frailty was associated with increased in-hospital mortality [non-frail, n = 0 (0); frail, n = 7 (2.0%); P = 0.002]. Among them, one was died of ventricular fibrillation; two were died of cardiac shock; one was died of cardiac rupture; three were died of heart failure caused by infection; no statistical difference was showed at in-hospital MACE {major bleeding, [nonfrail, n = 1 (0.5%); frail, n = 2 (1.3%); P = 0.41]; infection [non-frail, n = 2 (1.0%); frail, n = 5 (3.3%); P = 0.13]}. Frailty was associated with increased all-cause mortality during follow-up. Two patients (1.0%) in the non-frail group died (including sudden death = 1, reinfarction = 1) vs. nine (5.9%) in the frail group (including sudden death = 1, heart failure = 2, lung infection = 3, malignant arrhythmias = 1, multiple organ failure = 1, pulmonary embolism = 1; P = 0.009). Furthermore, frailty was also associated with increased URV as showed in Table 6 , [non-frail = 24 (12.0%), frail = 49 (32.2%), P < 0.0001].
In multivariable Cox regression models that adjusted for age, sex, severity of coronary artery diseases [left main (LM) lesion or not] and co-morbidities (CAD specific index) (Figure 1 ), each1-category increment of Clinical Frailty Adjusted for age and sex, for study participants (n) over the medium term (120 days), according to their scores on the Clinical Frailty Scale. Some scores were grouped.
Scale significantly increased the short-term risks of allcause mortality, HR = 5.393 (95% CI: 1.47719.692, P = 0.011) and unscheduled return visit, HR = 2.832 (95% CI: 1.1407.037, P = 0.025).
Discussion
From the results above, the prevalence of frailty and geriatrics syndrome were high in elderly patients with ACS and frailty was independently associated with the short-term outcomes for elderly patients with ACS.
Frailty is defined as a geriatric syndrome of five components including unintentional weight loss, low physical activity, low strength, slow motor performance, and low energy. It can also be easily remembered as the abbreviation of FRAIL [Fatigue, Resistance (can you walk up one flight of stairs?), Aerobic (Can you walk more than a block?), Illness (more than five), Loss of weight (more than 5% in six months)]. [8] It's an age-related, biological vulnerability to adverse outcomes that stems from alterations in multiple physiological systems. Data from US shows that 7.0% of cardiovascular health study cohort met frailty criteria. [9] Patients with frailty will have higher risk for poor outcomes, slower recovery rate, more iatrogenic complications, higher mortality rate.
[1012] Frail status also predicted early mortality, increased hospitalization, increased falls, decline in function.
[1315] Upward of 20 frailty assessment tools have been developed, with most tools revolving around the core phenotypic domains of frailty measured by physical performance tests and questionnaires. Study shows, simple assessment scales can also play a good role in the assessment, diagnosis and prediction as complex multi-project. [16] So we chose the internationally recognized, efficient and easily used Clinical Frail Scale as the assessment tool of frailty in our study.
With the aging population and improvement of diagnosis and treatment of CVD, cancer and renal insufficiency disease, epidemiological data of CVD also changed. A large cohort study in US shows, [17] after interventional treatment, five years cardiovascular mortality decreased by 33%, while non-cardiovascular mortality increased by 57%. So attention should be paid from another aspect. In our study, 167 (44.47%) patients had high coronary heart disease specific index (CAD specific index ≥ 4) and patients with severe renal impairment and malignant tumor were also included, which were always excluded in previous studies. Therefore, our study of selected objects was closer to the real world experience of clinical work. Our study showed, the proportion of frailty was increasing with age rising. In the early elderly (6574 years), middle elderly (7584 years) and the oldest (≥ 85 years), the proportion of frail was 31.58%, 53.85% and 78.95%, respectively. While in previous study, the prevalence of frailty ranges from 10% to 60%, depending on the CAD burden, as well as the tool and cutoff chosen to define frailty. [18, 19] Comprehensive Geriatrics Assessment is a powerful tool during the diagnosis and treatment in elderly patients, the geriatrics syndromes can be found and appropriate interventions can be given. [20] Our study showed that during Comprehensive Geriatrics Assessment in frail group, 51.32% elderly patients had different degrees of incontinence, 27.63% had fall history, 46.05% had different kinds of sleeping disorders, 80.92% had dental problems, 62.50% had constipation, while all these would affect functional status and quality of life in elderly populations. As defecation caused by constipation was an important risk factor of inducing myocardial ischemia, so geriatrics syndromes should be recognized in the treatment of elderly ACS patients. SF-36 MCS score also showed, quality of life in frail patients were significantly lower than non-frail patients. Besides somatic diseases, psychological problems also existed in ACS patients. Previous study showed, depression and anxiety can be found in 20% of patients with CAD, [21] and mental disorder itself was an independent risk factor of worsen of the coronary artery disease. Watkins et al., [22] anxiety and depression could increase all-cause mortality in individuals with coronary heart disease by 1.6 times. In our study, 8.55% and 4.00% patients were diagnosed anxiety and/or depression in frail and non-frail group respectively, both treatment for somatic atherosclerosis diseases and care for mental disease were needed in these patients.
Among frail ACS patients, nutrition indicators like HGB, Alb, PA were significantly lower than non-frail group while inflammatory cytokines like hs-CRP and IL-6 were significantly higher. Adjusted for underlying diseases like anemia, moderate to severe renal impairment and co-morbidities, frailty was still closely related to the above parameters, indicating these parameters may be the future laboratory parameters in diagnosis and assessment models for Chinese population. Recent studies had already shown that protein intake increase and anti-resistance exercise can improve physical fitness of patients. [23] Therefore, malnutrition, lack of exercise could both be as intervention targets in future frailty studies.
Epidemiological studies have consistently demonstrated that frailty carries a relative risk of > 2 for morbidity and mortality across a spectrum of stable CAD, ACS, heart failure, and trans-catheter or surgical interventions. [18] Besides, frailty is also a strong independent predictor of emergency department visits and hospitalization rates for community patients with heart failure. [24] URV rates are used as an indicator of quality performance and have been implemented by http://www.jgc301.com; jgc@mail.sciencep.com | Journal of Geriatric Cardiology a number of healthcare systems. Our study also indicated, Clinical Frailty Scale is a strong independent predictor of all-cause mortality and URV in ACS patients. Therefore, frailty could contribute valuable prognostic insights incremental to existed risk models and assist clinicians in defining optimal care pathways for their patients.
ACCF 2012 Health Policy Statement on Patient-Centered Care in Cardiovascular Medicine stated that six characteristics of an effective healthcare system were identified: the system should be safe, effective, patient-centered, timely, efficient, and equitable. "Biological age" is not the only determining factors of prognosis. [18] Frailty could be helpful to predict adverse outcomes in elderly ACS patients. Comprehensive Geriatrics Assessment could be helpful to a more comprehensive grasp of the patients' underlying disease condition and individualized treatment decisions. Our observational study also laid the initial foundation for subsequent randomized controlled intervention study. "Onestop" multidisciplinary team mode including physician, cardiac rehabilitation, nutritional support and psychological intervention will be a useful attempt for future holistic management and individual therapy. Ultimately, frailty should not be viewed as a reason to withhold care but rather as a means of delivering care in a more patient-centered model.
